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Introduction

As stated in the 2007 asthma guidelines from the Na-
tional Asthma Education and Prevention Program (NA-

EPP), “The ultimate goal of both expert care and patient
self-management is to reduce the impact of asthma on
related morbidity, functional ability and quality of life.”1

Essential components of asthma management include treat-
ment appropriate to the severity of the asthma (determined
during diagnosis) and the level of control achieved (deter-
mined during subsequent visits) (Table 1). Asthma control
can be achieved by avoidance of triggers, patient adher-
ence to controller medication, and the patient’s ability to
recognize asthma symptoms and respond appropriately.
Other than the prescribing of medications, all components
require patient involvement to monitor, recognize, and re-
spond to asthma symptoms. The purpose of asthma edu-
cation is, therefore, to help the patient to develop the knowl-
edge and skills to know when asthma is worsening, to take
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appropriate action, and to be motivated to avoid triggers
and adhere to the management regimen.

Importance of Patient Self-Management Education

Self-management is important for any patient with a
chronic disease.2 Asthma self-management education is
essential to the control of asthma. If asthma symptoms are
controlled, the patient should have fewer exacerbations, a
higher quality of life, lower costs, slower progression of
airway remodeling from inflammation, less morbidity, and
lower risk of death from asthma.

Education directed toward asthma self-management em-
phasizes patient participation in symptom monitoring and
control. The asthma educator should use a collaborative
education paradigm that encourages the patient to take
responsibility for his or her own care.3

Regarding patient education, the 2007 NAEPP guide-
lines gave an evidence grade of A to the recommendation
for asthma self-management education.1 Asthma educa-
tion should be provided at every patient encounter by all
providers and at all points of care (evidence grade B). The
guidelines also recommend written action plans that in-
clude specific treatments and actions to respond to changes
in symptoms, especially for patients with moderate-to-se-
vere asthma (evidence grade B). Various types of health
professionals can be successful asthma educators, includ-
ing respiratory therapists (RTs),4-6 nurses,7 physicians, and
pharmacists.8 The most important attribute of the provid-
er-patient relationship is partnership, in which the provider
encourages open communication and allows for patient
participation. A partnership exists when the patient’s con-
cerns, goals, and preferences are included in treatment;
when there is regular review of control and treatment; and
when asthma education is included in every encounter
(evidence grade B).1 There is general agreement that pa-
tients who understand how to manage their asthma symp-
toms have better outcomes. The role of patient education

toward self-management is also not disputed. The chal-
lenge lies in identifying the best asthma-education strate-
gies and models that fully engage the patient in managing
the disease. The evidence is persuasive that the most im-
portant components of asthma education are (1) partner-
ship between the patient and provider and (2) a written
action plan that gives the patient some latitude in deter-
mining changes to the medication regimen, based on symp-
toms or peak flow measurements.9

Components of Asthma Education

Table 2 shows the asthma education program compo-
nents recommended in the NAEPP guidelines.1 The writ-
ten action plan is the single most important strategy of
asthma education. Patients who recognize asthma symp-
toms and understand peak flow measurements and how to
respond appropriately are more likely to maintain asthma
control.10 Table 3 lists the recommended components of
the action plan. The NAEPP guidelines include example
action plans.1

Patient asthma education can improve outcomes beyond
symptom control, such as patient knowledge about asthma
and patient satisfaction with the program. However, also
important are patient-important outcomes such as good
symptom control, fewer missed work days, fewer exacer-
bations, lower costs, and better patient confidence that
symptoms are controllable and will not constrain normal
activities. Therefore in assessing asthma self-management
education strategies we should measure the outcomes that
truly reflect symptom control, lung function, exacerbation
risk, and costs, though for the health care system it will
also be important to study certain clinical and financial
outcomes as well.

Table 1. Classification of Asthma Severity and Control

In patients who are not taking asthma-controller medication:
Severity assessment is based on impairment and risk
Severity level is based on the most severe category in which any

feature appears

In patients who are taking asthma-controller medication
Severity is based on the lowest dosage and number of medications

that maintain asthma control
Control assessment is based on impairment and risk
Control level is based on the most severe impairment or risk

category
Validated questionnaires may be used with patients � 2 years old

(Adapted from Reference 1.)

Table 2. Components of Asthma Education

Regular review, by an informed clinician, of the status of the patient’s
asthma control is an essential part of asthma self-management
education (evidence grade B)

Teach and reinforce at every opportunity:
Basic facts about asthma
What defines well-controlled asthma and the patient’s current level

of control
Roles of medications
Skills (eg, inhaler technique, use of a valved holding chamber or

spacer, self-monitoring)
When and how to handle signs and symptoms of worsening asthma
When and where to seek care
Measures to prevent or limit exposure to asthma triggers

Develop an active partnership with the patient and provide a written
action plan

(Adapted from Reference 1.)
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Asthma Self-Management Education for Adults

Asthma education must be focused on self-management,
involve a collaborative relationship between the provider
and patient, and include a written action plan. A Cochrane
review of 36 trials that compared usual care to self-man-
agement plus regular review and an action plan found:
(1) more regular physician visits, (2) fewer emergency-
department visits and hospital admissions, (3) slightly bet-
ter lung function and peak flow measurements, (4) fewer
medications overall, and (5) less use of rescue medica-
tion.9,10 Studies that involved less intensive interaction and
monitoring had less effect. Among the programs that looked
at self-management options, written action plans that in-
structed patients how to self-adjust their medications had
better outcomes.11,12 It did not matter if the action plan
was based on peak flow measurements or symptoms. Pro-
grams that provided information only in the form of bro-
chures or pamphlets did not significantly improve any out-
come except basic asthma knowledge.9 The ability of a
one-time asthma education intervention to influence self-
management behavior beyond a year is limited, so an on-
going patient-provider relationship is needed, which should
involve periodic review of symptom control and adjust-
ment of treatment as necessary.9

Asthma Self-Management Education for Children

Teaching asthma self-management to young children
must involve the parents as teachers, though the child
should participate to the full extent possible and learn how
to recognize symptoms and seek care. A Cochrane review
of 32 studies of asthma self-management strategies for
children found that interactive programs with written ac-
tion plans slightly improved lung function, improved the
feeling of self-control, and reduced school absences, re-

strictions on activities, and emergency-department visits.13

Interestingly, the studies did not find any difference in
hospital utilization, and, though lung function improve-
ment showed up at 6 months, the positive effects on health-
care utilization did not become apparent until 7–12 months.
Also, those with moderate-to-severe asthma had better out-
comes. In children there was a slight benefit to an action
plan based on peak flow measurements, versus symptom
monitoring. A Cochrane review of 8 trials of emergency-
department asthma education in children found no signif-
icant benefit overall.14 This calls into question the concept
of emergency-department asthma education for children,
but it is important to continue to look for emergency-
department strategies that improve outcomes in children.

Patient Considerations When Planning
Asthma Education

A plausible reason that patient-provider collaboration is
more effective is that a highly engaged provider may de-
tect and respond to various factors that can influence the
patient’s desire to participate and adopt effective self-man-
agement strategies. Consider the following factors when
planning how to deliver asthma education: age, cultural
influences on health beliefs, language differences and other
communication barriers, health literacy, access to care,
psychosocial issues, setting, and education method.

Age

The education methods and materials should be age-
appropriate. A meta-analysis of asthma self-management
education programs for children and parents found im-
proved asthma control.15 In adolescents, asthma education
can be more challenging. Adolescents often do not seek
health care unless their symptoms are severe. Fear of being
labeled “sick” by their peers and a general lack of asthma
knowledge also can contribute to poor adherence to med-
ications and poor asthma-trigger avoidance. Education
methods effective with adolescents include peer-led asthma
education16 and computer/Internet-based programs.17 In
older adults comorbid conditions and literacy problems are
more prevalent than in younger patients. In one study,
81% of patients over 60 years old in 2 public hospitals
could not read or did not understand important materials
such as prescription labels.18 With patients of all ages, the
verbal and written instructions should use the simplest
terms that correctly and fully explain the concepts and
instructions.19

Culture and Health Beliefs

Much of the burden of asthma is found among African-
American and Hispanic populations in economically dis-

Table 3. Components of a Written Asthma Action Plan

Daily Management
Medicine(s) to take daily (be specific about medication names and

dosages)
Actions to take to control and avoid asthma triggers

Recognizing and Handling Worsening Asthma
Signs, symptoms, and (if applicable) peak-flow values that indicate

worsening asthma
Medications and dosages to take in response to worsening

symptoms
Signs, symptoms, and peak-flow values that indicate the need for

urgent medical attention
Emergency telephone numbers for the physician, emergency

department, and person or service to rapidly transport the patient
to medical care

(Adapted from Reference 1.)
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advantaged areas.20 Culturally based health beliefs can af-
fect the patient’s and/or the family’s ability to manage
asthma. Try to learn the parents’ beliefs about and level of
understanding of asthma and their feelings about manage-
ment of their child’s asthma.21 Misconceptions about the
cause of asthma or the effect of medications could make
some parents reluctant to adhere to a treatment plan. One
study showed that in immigrant Hispanic populations,
adults caregivers who strongly believed in folk medicine
tended to have poor asthma-self-management skills.21 It is
important to create and maintain open communication re-
garding how patients and parents deal with asthma. Prac-
tices that do no harm can be incorporated into the asthma
treatment plan. However, it is essential to emphasize and
reinforce the importance of sound medical treatment and
to explain to parents and patients why some practices may
be harmful. If the provider does not speak the same pri-
mary language as the patient or family, it is important to
have a qualified interpreter to aid in asthma education and
avoid miscommunication. It is usually poor practice to use
a family member as an interpreter.

Health Literacy

Studies of the reading levels of adults seeking health
care have been alarming. It is now recommended that all
health-education materials be written for a 5th or 6th grade
reading level.22 Low literacy is associated with low asthma
knowledge and self-management skills.23 Patients with
lower literacy24 also are less likely to want to participate in
their health-care decisions.25 Many patients prefer one-on-
one, verbally delivered asthma education (compared to
education via reading), and with those patients, verbally
delivered education can increase the patient’s desire and
ability to participate in decision-making and to self-man-
age their asthma, especially if time is allowed for the
patient to ask questions, and the provider can explain com-
plex ideas in simple terms.19,24

Access to Care

Lack of access to asthma care, education, and medica-
tions is an important issue in the United States. Medica-
tions and health care visits are expensive, and without
insurance (or with a high co-payment) patients with asthma
may try to do without their medications or decrease their
use of the medications to make them last. The federal
government estimates that 47 million individuals lacked
health insurance in 2006.26 Eighty percent of those were
from working families, and 20% were children.26 Co-pay-
ments and premiums have increased dramatically.27

The asthma burden is highest in economically disadvan-
taged areas, where poor access to care and medications
causes poor outcomes, even in some patients who under-

stand asthma and the importance of adherence to asthma-
controller medication. The clinician should determine if
the patient needs assistance with the cost of medication.
The Web site http://www.needymeds.com represents a non-
profit organization that provides information about medi-
cation-cost-assistance programs. The site lists medications
for which assistance is available from the drug manufac-
turers28 and provides an application form and contact in-
formation for various sources of medication financial as-
sistance. The amount of help depends on the pharmaceutical
company and the patient’s (or family’s) financial status.

Providers must also be skilled in helping patients through
the process of obtaining prior insurance-company autho-
rization for medications if the preferred medications fail to
control symptoms. Often a telephone call or letter explain-
ing that the patient needs a medication not on the formu-
lary and that all medications on the formulary have been
tried will prompt the insurance company to grant authori-
zation.

Psychosocial Factors

The burden of living with asthma can result in depres-
sion and anxiety for the patient and/or family, and these
psychological changes can compromise asthma control.29

Adolescents with asthma are more likely to smoke, and
asthmatics who smoke are more likely to be depressed.30 If
the patient’s family has a negative emotional climate, de-
pression is more likely and asthma control less likely.31 If
the parent’s stress, social isolation, or anxiety increases,
the likelihood of poor asthma control in the child increas-
es.32 Screen for anxiety and/or depression and provide
referrals and resources to assist with psychosocial factors.

Setting

There is evidence of positive asthma-education outcomes
in multiple settings. Settings that lend themselves to fol-
low-up visits, education-reinforcement, and ongoing
asthma monitoring (as opposed to single encounters, such
as an emergency department), tend to be associated with
better asthma control The NAEPP guidelines recommend
asthma education at all points of care, so the patient has
multiple opportunities to learn about asthma and develop
self-management skills.1 Results from clinic-based asth-
ma-self-management education have been the most im-
pressive (evidence grade A) for positive outcomes such as
fewer hospitalizations, acute-care visits, and missed work
days; and improved quality of life. It is intuitive that the
clinic setting would allow the best opportunity for an on-
going collaborative relationship between the patient and
the provider, and for better outcomes.

Asthma education in the school is important because of
the potential for reaching a large number of children, but
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studies of in-school asthma-education programs have had
mixed results, depending on the complexity and intensity
of the education program. Comprehensive school-based
asthma programs can improve symptom control and re-
duce acute-care utilization.33-35 Many children and adoles-
cents do not have regular access to primary care or asthma
specialists, so programs to identify at-risk children and
provide ongoing monitoring and education at school are a
high priority for implementation and study. Home-based
education programs can significantly impact allergen con-
trol (evidence grade A).1 Decreasing allergen exposure
reduces exacerbations, and should be a component of
asthma education when allergens are an important trigger.

Emergency-department and hospital education programs
have had mixed results. Patients who regularly utilize the
emergency department obviously have self-management
problems, which might suggest a need for asthma educa-
tion at the time of care, but at present there is a paucity of
evidence to support this. A meta-analysis of randomized
controlled trials in the emergency department, with chil-
dren, found no significant effect on health status or read-
mission.14 Of the studies in the meta-analysis that did have
positive outcomes, one was a nurse-led discharge program
with a 20-min education session and a written action plan;
that strategy significantly reduced acute-care utilization
over 12 months.36 The other positive study included an
out-patient follow-up visit, and that strategy significantly
decreased emergency-department readmission.37 More re-
cent studies showed success with programs that included
out-patient follow-up after the emergency-department visit,
though the duration of improvement is uncertain. The acute-
care setting does not facilitate an ongoing relationship be-
tween the patient and provider, but for many patients the
emergency department is their primary point of care, so it
is important that we continue to research asthma-education
strategies, and, at the very least, during the visit, to rein-
force correct metered-dose-inhaler technique, develop writ-
ten action plans, and recommend follow-up care. Settings
that encourage and support provider-patient interaction and
follow-up visits provide the best outcomes.

Provider Factors

Unfortunately, there is still a gap between physician
knowledge of the NAEPP guidelines and implementation.38

Many physicians underestimate the severity of asthma
symptoms and underutilize written action plans, despite
the evidence that supports written action plans.39,40 In most
institutions there is inadequate incentive for physicians to
make the time to develop collaborative partnerships with
patients and to provide high-quality asthma-self-manage-
ment education, and there is considerable financial pres-
sure to see as many patients as possible during a clinic day.
Asthma specialists are more likely to utilize action plans,41

so consultation with a specialist should be considered for
patients who have moderate or severe asthma.

Does Asthma Education Reduce
the Cost of Asthma Care?

Self-management education can decrease the cost of
care in high-risk patients.42 Nurse-led asthma education
provides positive outcomes and cost savings.43 A study
with 212 pediatric patients compared 3 education designs
(individualized education vs reinforced asthma education
vs reinforced asthma education with case management)
and found that all 3 designs statistically decreased hospi-
talizations and emergency-department visits. There was no
statistically significant difference between the education
designs, but all three significantly decreased the cost of
asthma care by decreasing health-care utilization.44

Asthma Education by Respiratory Therapists

RTs have an important role in asthma education in var-
ious settings. There have been no randomized controlled
trials in which RTs were used exclusively as asthma ed-
ucators, but RTs are definitely valuable members of the
asthma-education team in out-patient asthma programs. A
pediatric asthma disease-management program provided
by RTs significantly reduced hospitalizations and emer-
gency-department visits, duration of stay, missed school
days, and costs.5 RTs have also made important contribu-
tions to multidisciplinary asthma-education programs in
rural45 and urban areas.34 RT expertise in demonstrating
and reinforcing metered-dose-inhaler technique in a pedi-
atric asthma clinic resulted in sustained technique improve-
ment in some patients, and improved lung function.4 RT
administration of an asthma treatment protocol in the emer-
gency department improved the quality of care and re-
duced costs.46

Summary

Asthma self-management education is an essential com-
ponent of asthma disease management. The evidence is
strong that there should be a collaborative relationship
between the patient and provider, and that the patient should
be an active participant in establishing the self-manage-
ment goals and the asthma action plan. All types of health-
care providers, at every point of care, should establish and
maintain a patient-provider partnership that emphasizes
education and education-reinforcement that encourages
self-management.

Asthma self-management education improves asthma
outcomes and saves money. Reimbursement for asthma
education has not yet become routine. To develop and
expand programs that provide effective and ongoing col-
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laborative care, third-party payers must recognize the value
of asthma self-management education in improving vari-
ous outcomes and provide payment to recognized asthma
educators and programs. More study is needed in all set-
tings to explore education strategies to improve self-man-
agement skills. All asthma educators should utilize written
action plans that encourage and facilitate patient partici-
pation. Randomized controlled studies are needed to de-
termine whether utilizing RTs as principal asthma educa-
tors improves symptom control or reduces costs.
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Discussion

Stoloff:* The cost of one month of
HFA [hydrofluoroalkane] rescue in-
haler plus inhaled corticosteroid can
be more than $10 a patient who needs
the highest dose. The cost to the pa-
tient can be enormous. One of the con-
cerns of the NAEPP guideline group
was that the change from CFC [chlo-
rofluorocarbon] to HFA caused a
300% cost increase in rescue inhalers,
but the NHLBI [National Heart, Lung,
and Blood Institute] made it very clear
early on that we were not allowed to
look at or comment on cost.

The average wholesale price for a
generic CFC albuterol was approxi-
mately $13. The HFA albuterol inhaler
is 300% more. We as a group and as
individual clinicians are very con-
cerned that patients will not purchase
rescue inhalers because of the cost.
Even if they have insurance, the co-
pay is prohibitive for many people.
I’m acutely aware day-to-day of what
the population I care for has to face.
And many older people also have other

diseases, such as diabetes, and their
medication cost is enormous.

Jones: Yes, even with insurance, if
your co-pay is $50 and you have a
prescription for Advair and Singulair,
the price will be prohibitive for many
people. It isn’t unusual for me to pro-
vide samples to my insured patients
as well as to those without insurance.
It’s a huge problem.

Sorkness: I want to point out the
“downstream effect” of the cost of
medication. The group that is impacted
the most is inner-city residents and
economically disadvantaged people.
The Asthma Control and Evaluation
(ACE) Trial1 results are remarkable,
because they show that good control
can be achieved in inner-city residents,
who suffer much of the asthma mor-
bidity and mortality.

During the ACE trial there was ed-
ucation reinforcement by the study co-
ordinators at the sites, available asthma
counselors from various disciplines,
reinforcement of adherence to therapy,
and all the medications were provided.
Participants were told that adherence
would be monitored, and the Diskus
inhaler was used throughout. There
was a whole package of good care,
study coordinators at the sites, and

good education reinforcement. And
the estimated adherence to therapy was
87% over a year. That’s remarkable.
Yes, it’s a success in the context of a
clinical trial, but I think it can be done.

1. Inner-City Asthma Consortium. Evaluation
of an asthma treatment strategy based on
exhaled nitric oxide measurements in ado-
lescents: the Asthma Control and Evalua-
tion (ACE) trial. http://clinicaltrials.gov.
Accessed April 22, 2008.

Jones: And it would probably save
money if they would reimburse for
the medications for chronic disease. I
was once at a meeting with the head
of the Centers for Medicare and Med-
icaid Services, and it was about reim-
bursement for home respiratory ther-
apists (RTs) under the Home Health
Guidelines. The comment by the man
in charge was, “Prevention never saves
money; they only live longer and stay
insured.” I think that’s an attitude that
we’re kind of in denial about. We want
to do the best, but a lot of folks are
strictly looking at the dollar signs.
Those are huge battles.

Enright: Let me give you a positive
example that worked in at the El Rio
Community Health Center in Tucson,
Arizona, which serves primarily His-
panic and Native American people.

* Stuart W Stoloff MD, Department of Family
and Community Medicine, University of Ne-
vada, Reno, Nevada, representing Monaghan/
Trudell Medical.
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About 8 years ago we hired a full-
time RT for asthma education of chil-
dren and their parents. How has it been
sustainable? They charge medical in-
surance for both pre- and post-bron-
chodilator spirometry and for a small
battery of indoor allergen skin tests,
which are indicated for any child with
asthma. The 12 pediatricians love the
RT and her services. She provides all
the other education on asthma and
chronic disease management.

I think RTs today need to grab onto
the idea of becoming disease manag-
ers for asthma and COPD [chronic ob-
structive pulmonary disease]. RTs are
the best equipped. Nurses, physician
assistants, and pharmacists are respon-
sible for knowing about dozens of
other diseases and thus do not have as
much knowledge and skill as RTs in
managing lung diseases.

I think the AARC [American As-
sociation for Respiratory Care] should
organize and fund outcome measure-
ments of the effectiveness of such com-
munity services, because the outcomes
must be measured, but clinicians in
those settings can’t do it. Effective-
ness should be assessed by a profes-
sional organization, such as AARC,
that knows how to gather and analyze
the outcome data appropriately, so it
can be published.

Sorkness: Paul, I am all for the con-
cept of promoting RTs to do this, but
I would argue against promoting only
one health professional to do it. I think
equal arguments can be made for in-
volving nurses, pharmacists, and all
people who are well trained and have
an adequate knowledge base. I don’t
think we should advocate for only one
health professional; there’s more than
enough room for others and lots of
opportunities for lots of people in dif-
ferent settings. This should be about
trying to help each other to achieve
better asthma control, and there are a
lot of diseases in addition to asthma
and COPD that I could argue warrant
involvement from more than one
health professional, including obesity,

smoking cessation, and diabetes. The
further we get away from treating
“silo” issues (because of comorbidi-
ties), the better off we will be in treat-
ing chronic diseases. So I think we
should advocate for multiple health
professionals to deliver asthma disease
management.

Stoloff: One of my main responsi-
bilities in the NAEPP asthma guide-
lines panel was education. I did the
1997 NAEPP asthma guidelines with
2 other people. I think there’s robust
literature on education. We wrote ev-
erything we could, but we wrote it as
points of care. We found that there are
pharmacists who are doing this edu-
cation, and there are school systems
where they provide the medication in
the school because it’s the only place
they could guarantee that kids could
get their daily dose of controller med-
ication.

We encourage all potentially in-
volved people to help facilitate asthma
education, because one size doesn’t
fit all. Clearly, the various competen-
cies of different health care profes-
sionals— be they RTs, pharmacists,
physicians, or other clinicians—can
bring some advantages to everyone. I
think it’s important to look at “co-
management” of asthma. People
asked, can you do it? We thought we
could but we didn’t know how worth-
while it was to do education. We can’t
get paid for it, which is always the
terms for education, so we do what
we do.

With people who’ve gone to the
emergency department or been hospi-
talized for asthma, in the period after
the visit there’s rarely a change in their
medications, compared to the period
before the visit. The emergency-de-
partment visit or hospitalization is of-
ten not perceived as a “red flag.” We
have an enormous opportunity and re-
sponsibility to do co-management, en-
gaging all the different health profes-
sionals. We have to get out of the “silo”
mentality.

The health plans that I deal with
always tell me, “The life expectancy
of an individual in our health plan is
18 to 36 months, and we’re only in-
terested in that short span to deter-
mine our cost of the medication—
that’s all, if we get them out of the
system and they haven’t incurred any
additional costs.” We need to move
away from that, and we’re only going
to move away from that by utilizing
the expertise of everyone involved.
That’s why we wrote points of care.

Myers: Yes, it’s not about where
it’s done or who does it, but about
patient outcomes and how the patient
benefits from the education and other
interventions. We’ve got to develop a
system, and at each point of care we
need to track and document those out-
comes.

Referring back to the point that
Chris [Sorkness] made about the ACE
trial, I doubted they could get inner-
city asthmatics into the facilities ev-
ery 6 weeks for a year, but they did.
The patients came in, and they ad-
hered to their medications. These kids
are high utilizers of emergency-
department and hospital services, so
even if you paid them $25 to $50 ev-
ery 6 weeks, it would probably cost
out that if you pay them to come in for
the education and care that would be
the same as the cost of care over a
year for hospitalizations and emergen-
cy-department visits. We need to de-
termine the cost benefits of these in-
terventions.

Enright: Of course, the concept of
multidisciplinary asthma care is like
mother and apple pie. When we
started this program, it was targeted
at El Rio Community Health Center,
because we determined the zip code
of all the patients in the entire valley
of Tucson that had emergency-de-
partment visits and hospitalizations
for asthma and found they were con-
centrated near El Rio. We then had
monthly meetings with the pediatri-
cians, the social worker, the phar-
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macist, the nurse that ran the out-
patient clinic, the RT, and a local
school nurse, and we determined the
needs, barriers, and solutions to the
high incidence of asthma emergen-
cy-department visits in that commu-
nity.

Among other things, we found that
patients (or their parents) want to con-
sistently see the same person for
chronic disease management. The pa-
tients identified with one person, not
the institution, and they wanted to see
the same person at each visit. So they
make an appointment to see the RT,

and she often gets them in to see the
pediatrician by the end of the visit.
I’m afraid that if we spread what little
money there is (often only one FTE
[full-time equivalent]) among 4 or 5
people, and thereby diffuse responsi-
bility, the continuity of care will be
lost, and the effectiveness of the pro-
gram diminished.

Jones: I agree. Of course, differ-
ent models work in different places.
There’s good data1 about folks go-
ing to the pharmacy and using a self-
management intervention that was

excellent. Also school nurses—
there’s a good study2 that demon-
strated that. Again, it was with the
medication provision and regular in-
terventions by nurses that these kids
started to do better in the inner city.
It’s exciting.

1. Laufenberg-Horstmann E, DeVore E, Bas-
suener K. The Coulee region community
pharmacy asthma intervention study. J Am
Pharm Assoc 2006;46(6):738-746.

2. Taras H, Wright S, Brennan J, Campana J,
Lofren R. Impact of school nurse case man-
agement on students with asthma. J Sch
Health 2004;74(6):213-219.
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